ABSTRACT: A wide range of workers are regularly tasked with managing their own and others' negative emotions. Existing literature provides a number of strategies for doing so, but is based largely on organizational settings that share certain key characteristics. Using observational and interview data from a very different setting, high-mortality pediatric hospital wards in West Africa, I find that despite widely-shared norms to the contrary, nurses are twice as likely to respond to emergencies and patient deaths with public displays of anger and frustration toward the parents of their patients than to comfort or reassure them. Combining literatures on emotion management and on the impact of place and space on social life, I show that two features of these hospital wards -the absence of private, back stage areas and the presence of visibility without control -shape nurse-parent interactions and influence how nurses express and manage emotions. My findings extends our understanding of emotional labor and workplace emotion management to environments that provide little space for processing emotions behind the scenes, but do provide a place for anger and frustration.
Existing literature points to three ways in which workers manage negative emotions.
First, individuals who work in particularly intense or challenging emotional environmentsincluding those who regularly confront the realities of life and death, such as coroners, combat soldiers, and some health professionals -may cope by cultivating distance or detachment from their colleagues, patients, or clients (Lewis 2005; Maben, Latter, and Clark 2006; Menzies 1960; Sorensen and Iedema 2009; Stayt 2009; Sutton 1991) . This distance can help buffer them from their own or others' negative emotions. Second, workers may strive to align the emotions that they feel or express with those prescribed by the organizationally-, professionally-, or situationally-defined "feeling rules" governing their interactions (Hochschild 1983) . This effort has been called emotion work in the private spheres of life, and emotional labor in the workplace (Hochschild 1998; Steinberg and Figart 1999; Theodosius 2008) . Third, workers may come together to collectively process their emotions and to support their colleagues to do the same (Korczynski 2003; Lewis 2008) .
In most organizational settings, these three explanations largely capture the ways in which workers deal with negative emotions at work. My field sites, however, present a very different set of conditions. Most prior studies have examined organizations with available backstage spaces, where social actors are protected from the audience of clients or customers and are thus free to step out of character and contradict their front stage persona (Goffman 1959 ). In such settings, workers ranging from nurses (Theodosius 2008) and paramedics (Boyle 2005) to police (Martin 1999) and debt collectors (Sutton 1991 ) take advantage of backstage and offstage areas to process difficult emotions. In the rare cases where such areas are lacking, and workers must instead manage emotions front stage, there tends to be a high degree of organizational control to ensure that workers adhere to the feeling rules dictated by their organizations or professions, even if they experience dissonance between those rules and their felt emotions. In contrast, the nurses in this study work in hospital wards that lack backstage areas and have extremely low levels of organizational control. The nurses are also highly constrained from using offstage areas for emotional processing. Although these conditions are relatively rare in the United States, they are common in other parts of the world. We therefore need to expand our theory of how workers manage negative emotions to account for these alternative settings.
In this article, I draw from extensive observational and interview data from three hospital wards treating critically ill children in a West African country, and I show that in intensely public spaces like these hospital wards, the absence of protected, backstage areas push nurses to publicly display negative emotions that they may have otherwise processed behind the scenes.
These include genuine expressions of anger and frustration with patients' families, as well as angry outbursts that help nurses cope with grief, anxiety, and other difficult emotions. I use this extreme case to extend existing theory and build a model for how certain features of space and place shape the ways that workers express and manage their emotions.
MANAGING NEGATIVE EMOTIONS: DISTANCING, EMOTIONAL LABOR, AND COLLECTIVE PROCESSING
A rich tradition of scholarship on the sociology of emotions and on emotion and organizations has highlighted at least three distinct but interrelated strategies by which workers manage their own negative or potentially disruptive emotions, while also striving to control or contain the emotions of clients, customers, and colleagues. The first strategy emerges from literature on workers who regularly confront the darker aspects of life and death. The emotional burden for these workers can be substantial; particularly in caregiving organizations, workers may experience direct and vicarious trauma (Kahn 2003) and "cumulative grief," and may become fixated on death or begin to doubt their capabilities or professional identity (Stayt 2009) or overwhelmed by a sense of futility (Good et al. 1999 ).
To cope, these workers often cultivate distance or detachment from their clients or patients (Lewis 2005; Maben et al. 2006; Menzies 1960; Sorensen and Iedema 2009; Stayt 2009; Sutton 1991) . Individuals employ "distancing tactics" (Stayt 2009 (Stayt :1272 to protect themselves, and organizations embed these defense mechanisms in their structure, culture, and routines.
Hospitals have been shown to facilitate detachment by assigning nurses to carry out specific tasks for multiple patients, thereby limiting the time they spend with each, or by moving nurses between wards, hospitals, or patients frequently and with little notice (Menzies 1960) . Although some find emotional engagement unavoidable (Field 1984) or desirable (Margolis et al. 2008 ), many of these workers are taught during training that getting too involved with patients or clients can exact an emotional and psychological toll (Sorensen and Iedema 2009; Sutton 1991) ; instead they must walk a "tightrope… between closeness and distance" (Meerabeau and Page 1998:297) .
This distance can help buffer them from their own or others' negative emotions.
The second strategy, highlighted by literature on emotion work and emotional labor, is helpful when workers experience dissonance between the emotions they actually feel and those they perceive are required in a given situation (Rubin et al. 2005) . To resolve this dissonance, they may strive to align their felt and expressed emotions with the applicable feeling rules (Hochschild 1998; Theodosius 2008) . This may involve workers feigning emotions they do not feel, which Hochschild called "surface acting," or actually changing their inner feelings to match what is expected, which is called "deep acting." In the case of negative emotions, workers are often required to suppress or avoid negative emotions that are considered inappropriate to express (Geddes and Callister 2007) , but may also be expected to generate expressions of negative emotions in certain situations (Martin 1999; Pierce 1995; Sutton 1991) .
Scholars have studied emotional labor in a diverse array of occupations, ranging from flight attendants and bill collectors (Hochschild 1983; Sutton 1991) to call center workers (Korczynski 2003; McCance et al. 2013 ) and nurses (Bolton 2001; Huynh, Alderson, and Thompson 2008; Lewis 2005 Lewis , 2008 Mann 2005) . Following Hochschild and others who emphasize the deleterious effects of emotional labor (Bono and Vey 2005; Hochschild 1983; Rubin et al. 2005) , many studies have focused on the burden that such expectations place on workers (Boyle 2005; Meerabeau and Page 1998; Stayt 2009 ). Others have challenged this perspective, arguing that workers are guided by a variety of motivations and selectively deploy different emotion management techniques, some of which may be enjoyable or rewarding (Bolton and Boyd 2003; Bolton 2000; Lopez 2006; Stenross and Kleinman 1989) . One paper argued that workers' varied responses to their workplaces' emotional expectations are contingent on both individual and environmental factors (Grant, Morales, and Sallaz 2009 ).
Finally, workers may come together to collectively process their emotions and to support their colleagues to do the same (Korczynski 2003; Lewis 2008; McCance et al. 2013) . Hochschild (1983) described flight attendants providing one another with emotional support, and called this collective emotional labor. Similarly, workers in a variety of settings have been shown to develop "communities of coping" (Korczynski 2003) in which "undesirable" emotions "such as hurt, frustration, anger and grief can be vented or expressed" (Lewis 2005:579) . Workers also use shared laughter to defuse anger or other difficult emotions (Sutton 1991) .
These three strategies are neither exhaustive nor mutually exclusive. Collective processing can be considered a type of emotional labor, or a means to facilitate emotional labor.
Detachment can reduce the need for the other strategies, although it is not likely to replace them entirely. Moreover, there are alternatives to emotional labor which are largely overlooked by this literature and are rare in most organizational settings, due to strong norms or even sanctions against them (Rubin et al. 2005 ), but do sometimes occur. These include withdrawal, passiveaggression, escapism, hostility, or even physical violence (Martin 1999; Rubin et al. 2005) .
Various factors will determine which strategy or strategies workers use when they experience negative emotions at work. In the next section, I consider one set of factors: the nature and availability of space.
THE SPATIALITY OF EMOTION MANAGEMENT
In recent decades, a few scholars have called for a rediscovery by sociology of space and place (Baldry 1999; Gieryn 2000; Kornberger and Clegg 2004) . Space and place, like time, are ever-present but often invisible (Markus 2006 ), a "medium through which social life happens" (Gieryn 2000:467) . Space and place both structure and are structured by human interaction (Bourdieu 1989; Lefebvre 1991) . Scholars conceptualize space and place in diverse and sometimes contradictory ways, but in this article I borrow Gieryn's definition of place as a geographic location with material form, invested with meaning and value, and with independent and measurable effects on social life (Gieryn 2000) . Place encompasses space, but is much broader and more complex; it is "space filled up by people, practices, objects, and representations" (Gieryn 2000:465) . Places, which range in size from a nation or city to one corner of a room, are not only vessels for social interaction but also both reflect and constitute systems of power and meaning (Chanlat 2006; Muetzelfeldt 2006 ).
Our understanding of how space and place affect micro-social interactions is perhaps most strongly influenced by the work of Erving Goffman, who divided the world into front stage areas, where the performances that constitute social life take place; backstage, where social actors are protected from the audience and thus free to step out of character and contradict the impression they seek to convey front stage; and a residual offstage space (Goffman 1959) . Front and backstage may be delineated using physical boundaries, such as cabinets dividing a nurses' station from the rest of a hospital ward (Lewin and Reeves 2011) or curtains drawn around a hospital bed to conceal a dead or dying patient (Costello 2006) , or with devices that obscure individuals' identities, like surgical masks (Tanner and Timmons 2000) or online pseudonyms (Ross 2007) . Sometimes, the mere presence, absence, or level of (in)attention by certain audiences may designate an area as front or backstage (Goffman 1959) .
Front stage areas may be more obvious to observers, but backstage areas serve a variety of purposes. Organizational actors' behaviors are often more relaxed, informal, and egalitarian backstage (Goffman 1959; Lewin and Reeves 2011; Tanner and Timmons 2000) , and professional boundaries may blur in ways that can boost morale and group cohesion (Tanner and Timmons 2000) . Backstage areas can also be used to prepare for front stage performances (Goffman 1959 ) and may provide safe places for productive risk-taking (Ross 2007) . In the healthcare setting, backstage communication can improve patient care by allowing health workers to speak more candidly and with fewer interruptions (Lewin and Reeves 2011) and can be important for the socialization of medical and nursing students (Lewin and Reeves 2011; Oliver, Porock, and Oliver 2006) . Potentially tainted activities like preparing a body (Sudnow 1967) , judging the behavior of patients or family members (Heimer and Staffen 1995) , or investigating and assigning blame for a patient's untimely death usually take place backstage, and nurses may use "concealment rituals" to create temporary backstage areas that hide a dead or dying patient from others on the ward (Costello 2006) .
Most importantly for this paper, the structuring of space across front, back, and offstage areas is important for shaping how workers manage emotions. Studies have examined, for instance, how nurses (Theodosius 2008) , police (Martin 1999) , and paramedics (Boyle 2005) manage emotions differently across front, back, and offstage regions. Others have shown how workers construct or reconstruct space through performance and interaction; for instance, nurses transformed a neonatal ward into a "differential space" at night by performing expressive, philanthropic emotion work not allowed in the daytime space (Lewis 2008) . Workers in various organizational settings wait to express or otherwise process negative emotions in private, backstage areas, away from customers or clients, or at home or otherwise off stage (Boyle 2005; Freund 1998; Korczynski 2003; Meerabeau and Page 1998) . For example, bill collectors talking to angry debtors on the phone often created a backstage by pressing mute, and then vented their own anger through words and gestures that they would have been punished for by managers if the caller could see or hear them (Sutton 1991) . Frequently, workers use private backstage areas for collective coping and mutual support (Lewis 2005) , though they may also cope individually or with the support of family members (Boyle 2005) .
The structuring of space can also facilitate surveillance and control of organizational actors. For Foucault, the architectural structure of the Panopticon, whereby cells are arrayed in a circle around a central watchtower so that guards can observe inmates at all times but inmates cannot see into the watchtower, "assures the automatic functioning of power" by inducing "a state of conscious and permanent visibility" among inhabitants (Foucault 1977:201; McKinlay and Starkey 1998) . Other studies have also found that the structuring of space to maximize visibility -for instance, a shop floor organized like a "fish bowl" of "voyeurs and their objects" (Salzinger 2003:52, 57 ) -can strongly influence workers' behaviors, though sometimes in paradoxical ways (Bernstein 2012; Sewell and Barker 2006) .
In this study, I examine organizational settings that have a very high degree of visibility and little backstage space, but extremely weak levels of organizational control. In so doing, I
address an important gap in existing theory, and extend our understanding of workplace emotion management, largely developed in service organizations in the United States and Western Europe, to a very different social, cultural, and organizational environment.
THE STUDY: BACKGROUND, METHODS, DATA
This article is based on inductive, qualitative fieldwork with nurses treating pediatric patients in public hospital wards in West Africa. 1 The hospitals, which I will call Capital and Provincial Hospitals, were selected to be representative of how under-resourced healthcare systems care for severely ill patients. I focus on nurses and pediatric patients because these groups are of central importance to public health scholars and practitioners. Nurses comprise nearly 75% of the clinical healthcare workforce in the country where this research took place, and outnumber doctors 20 to 1. Nurses are also perhaps the prototypical emotion managers (Theodosius 2008) . Finally, the busy hospital wards that I study have a high rate of severe illness and inpatient mortality, and therefore provide an excellent opportunity for observing how health workers, and specifically nurses, manage life-or-death situations.
Context and Research Sites
My research sites are government hospitals located in one of the poorest countries in the world, where more than half of the population lives in severe poverty, and nearly twenty percent of children die before the age of five. Still rebuilding from a civil conflict in the 1990s, the country's governance structures, public services, and infrastructure are extremely weak. Despite considerable public investment in recent years, health facilities remain under-resourced, skilled medical staff are sorely lacking, and there are significant performance problems among nurses and other health workers. Table 1 .
Death is a constant presence on these hospital wards. The vast majority of patients are under the age of five and suffering from preventable and treatable -but nonetheless frequently fatal -conditions such as malaria, pneumonia, malnutrition, and diarrheal diseases. In 2012,
Capital Hospital admitted more than 11,000 patients and lost nearly 13%, or more than 120 infants and young children each month, not including those who are dead on arrival or immediately thereafter and are never officially admitted. Comparative data for Provincial
Hospital is not available, but the mortality rate is likely similar. Each nurse will be aware of a high proportion of these deaths , not least because deaths are usually marked by very visible public mourning, as described in Appendix 1.
These wards differ substantially from facilities in wealthier countries. They are often dirty and chaotic, with hospital staff, patients, visitors, and vendors selling food, diapers, or household goods wandering in and out at will. There are no electronic monitors or high-tech equipment, except for a few oxygen concentrators in Capital's step-down ward and in the "IV room" (IVR) in Provincial Hospital. 3 Wards are crowded with non-staff adults, because each child is accompanied at all times by a caregiver, usually a mother, grandmother, or sister. Nurses delegate responsibility to these caregivers for the children's feeding, bathing, and most other daily care, as well as for monitoring their condition and alerting nurses if they develop diarrhea or a fever, have trouble breathing, start to convulse, or show other signs of deterioration.
Caregivers sleep in the hospital, usually in their child's bed, which is sometimes also shared with other patients. For the most part, time moves very slowly; staff and patients sit idly for hours in the tropical heat, waiting for something to happen. Nurses spend much of the day at the nurses' station, chatting with one another or, occasionally, with patients, and catching up on recordkeeping. These periods of suspended animation alternate with sudden bursts of activity: Provincial nurses sometimes tried to create a barrier around their station by sitting with their backs to the ward, but this only possible in rare moments when there were no patients waiting nearby for admission, discharge, or treatment. Nurses also occasionally sought privacy in the nurse changing room on each ward, but they were discouraged from doing so during their shifts.
More often they simply disappeared, to wander around the hospital grounds, talk with friends on other wards, or otherwise escape the ward.
Methods and Data
I collected the core data for this article during two phases of field research in 2012, and I also incorporate historical data from 2008-2011, during which time I lived in the country and worked in Capital Hospital as part of a technical assistance and capacity-building team. 4 My work at Capital Hospital involved analyzing why it was failing to provide an adequate standard of care, and how that might be improved. Thus, while not formally conducting research, I did engage in active observation and analysis, and wrote personal notes and memos, public reflections, and reports and proposals for my colleagues. These writings document, among other issues, problems of poor performance by hospital staff and instances of conflict between staff and patients. They provide important background to help me interpret data from my later study.
These earlier observations and experiences helped motivate and inform the design of this project, which strives for a balance of distance and involvement (Anteby 2012) . When I reentered Capital Hospital in 2012, I did so with this background, but in a very different role. Due to high turnover, only a small number of the nurses knew me from before, but I took care with all nurses to distinguish this project from my earlier role. I had no prior experience with Provincial
Hospital and the nurses there knew me only as a researcher.
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As summarized in Table 2 , I use four types of data: interview, observational, archival, and historical. First, I conducted 23 relatively formal, semi-structured interviews with 29 nurses or trainee nurses, plus dozens of informal ad hoc interviews and conversations with many more.
Nurses were selected to reflect a diversity of backgrounds, levels of experience, and observed behavior. Availability of nurses was also a factor, particularly for informal conversations, which took place as and when the nurses' workload allowed. I created a spreadsheet with basic demographic and professional information about all the nurses I had met or observed, updated this each night from my field notes, and used it to select future interviewees. I also approached nurses whose interactions with patients and families had been particularly positive, puzzling, or problematic. Interviewees were not compensated for their participation, but on my last days in the field, I bought candy or soft drinks for all the nurses as a token of gratitude.
My interview protocol covered a range of topics related to the nurses' training, experience, motivations, and professional identity, including how they thought other people viewed the nursing profession. Most relevant for this article, I asked nurses at length about their perceptions of and experiences with patients and their families, and how they managed difficult emotions and challenging situations with families. Specifically, I asked them what they did when they got frustrated, angry, or upset about something that happened at work, and what they felt and did when patients died. With few exceptions, all interviews were conducted in the local creole language, which I speak fluently. Nearly all formal interviews were digitally recorded, and the others were transcribed immediately following the interview based on detailed notes. For ad hoc interviews, I either took notes during the conversation, using a small field notebook, or immediately thereafter.
The second type of data come from 164 hours of direct, first-hand observation of nurses at work, and include extensive field notes and tables tracking nurse activities over space and time. More than 80% of my observation was focused on the three focal wards, described above, where I spent approximately 4-6 hours per day and five days per week during the second phase of research. Various practical and ethical considerations prevented me from taking part in the nurses' tasks, and thus my participation was limited primarily to spending time with the nurses, chatting and establishing trust and rapport, while also observing their behavior, particularly their interactions with one another and with patients, family members, and other visitors. Nurses spend large parts of their day sitting at the nurse's station (up to 50 percent of their time according to data from six representative days), so it was straightforward for me to observe and talk with them.
In total, I have data on approximately 150 nurses from my observations and interviews, reflecting the demographic and professional diversity of nurses in both hospitals, including all tiers of trained, trainee, and untrained nurses. All but a handful of nurses were female, with a wide range of ages, ethnicities, birthplaces, and training schools.
The third and fourth types of data are archival (photos, artifacts, and hospital data on patient numbers and staffing levels) and historical (from minutes, reports, and other written materials from 2008-2011). These primarily serve to inform my analysis of the interview and observational data.
Data on Patient Deaths and Urgent Cases
In this article, I focus primarily on 29 emergency incidents. Thirteen involve the death of a patient, five of whom were dead on arrival to the hospital, while sixteen are urgent, life-ordeath situations in which, as far as I know, the patient survived. I also incorporate more limited data from two cases in which I saw the body after death but did not see the child die, and six deaths that happened in recent days and that I heard nurses or doctors discussing. I include as urgent cases all situations in which a child was having seizures or convulsions (12 cases) plus four cases in which the child was not convulsing but the nurses' or doctors' behavior or conversation made clear that the situation was life-threatening. some of the nurses whom I observed being unusually committed and compassionate one moment behaved with callousness or aggression in the next, while nurses whom I had seen harshly shame patients' families on one day were comforting on another. Moreover, nurses were no more likely to shout or publicly scold parents who were of a particular ethnic, religious, or socioeconomic status, either in absolute terms or relative to their own. The age of the patient also did not matter, nor did the overall mood of the ward that day, the nurse-patient ratio, or other measures of the busyness of the ward.
One thing the data did seem to suggest was the importance of space. As discussed earlier, existing scholarship has shown that workers often wait to express or otherwise process negative Table 3 .
I then coded the emotions expressed, if any, in each interaction, and whether the nurses shouted or were otherwise aggressive toward patients. I used truth tables (Becker 1998 ) to systematically count the occurrence of different configurations of space and emotional expression, and then created a series of graphs to help visualize the rhythm of interactions. These showed that the availability and use of backstage space ebbed and flowed both within and across incidents, and that nurses sometimes seemed to use this space to "cool their hearts" (a local expression) during emergency incidents. I describe these findings in detail in the next section.
EXPRESSION AND MANAGEMENT OF EMOTION IN URGENT SITUATIONS Anger and Frustration with Patients' Parents
Although largely absent from the literature on nurses and other healthcare workers, negative emotions, including anger, are certainly part of these workers' lived experience (Meerabeau and Page 1998; Theodosius 2008) . In Capital and Provincial Hospitals, I heard nurses privately express anger or blame towards parents in nine of 29 urgent incidents. On sixteen occasions across ten incidents, five of them fatal, I saw nurses shout at or publicly scold parents. As shown in Table 4 , scolding was twice as likely to occur than any effort to comfort or reassure parents. In one case, a nurse used physical violence and public humiliation to berate a mother who failed to call the doctor when her baby started convulsing.
There are many reasons the nurses might be angry or frustrated at work, including challenging working conditions, low pay, and limited control over their postings. The nurses'
anger and frustration specifically toward parents can be understood, in part, by the fact that parents in this setting often do share the blame for the severity of their child's illness. In one extreme case, I saw one baby die after developing sepsis from being left too long in a dirty diaper. More generally, hospital statistics and interviews with health workers suggest that parents frequently wait too long to bring their children to the hospital, and arrive too late to be saved.
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This is consistent with findings from around the world that poor families often wait to seek care for sick children, or seek care first from a pharmacy, drug peddler, or another source, turning to a public facility only when that treatment fails (Mota et al. 2009; Nyamongo 2002; Ryan 1998; Scott et al. 2013; Spry 2012 ). Staff at Capital and Provincial Hospitals express frustration about these delays, saying that parents "sit down and wait" and then arrive expecting a miracle, sometimes even lying about how long their children have been sick.
Another understandable source of frustration is parents who leave the hospital prematurely. The word used to describe this behavior, both colloquially and in official hospital records -"absconding" -even sounds accusatory. 7 Nurses' accounts of absconded patients are often framed as a battle of wits between the authorities (nurses and doctors) and unruly inmates (the patients' families). Absconding infuriates health workers because they work hard to save a child, only to have them deteriorate again when their parents bring them home too soon. Not only is this a "work loss" (Glaser and Strauss 1964) , but it also means parents may return, demand that health workers save the same child yet again, and blame them if they cannot. As one nurse told me, "You're treating a patient, they start to get better, and then they leave. And when the child gets worse and comes back and passes off (dies)" they blame the hospital.
Sometimes, nurses' anger toward parents may serve to displace or cope with other uncomfortable and potentially threatening emotions, such as grief, guilt, anxiety, or shame (Katz 1999; Meerabeau and Page 1998) . Nurses often experience the death of a patient as a threat to their own skill and competence; as one highly skilled nurse manager said, "[When a patient dies, it suggests that] maybe you don't know anything." Patients who come too late to save can make the nurses' work seem futile; as one nurse said, "late arrival … makes you feel bad, because your efforts go in vain." Nurses also feel that some parents blame them for failing to save their children, and although these accusations confer no legal or professional sanctions, they do carry an emotional and social weight and can exacerbate negative stereotypes of nurses as incompetent, corrupt, or cruel. Blaming parents, in turn, can help deflect blame from the nurses themselves, and shield them from some of the taint and stigma conferred by their association with death (Ashforth and Kreiner 1999 ).
An Elusive Backstage
Thus, there are many possible reasons for the nurses' anger and frustration. But why do they so often express these emotions publicly and during urgent, life-or-death situations? To understand, I turn to characteristics of the hospital wards as places with meaning as well as material form (Gieryn 2000) and which both structure and are structured by human interaction (Bourdieu 1989; Lefebvre 1991) . Specifically, I focus on two characteristics of the Capital and Provincial Hospital wards: the absence of backstage areas, and the weakness of control.
Nurses in Capital and Provincial Hospitals lack the backstage space that workers often use to express or otherwise process negative emotions. As described earlier, the wards are extremely open and public spaces, often crowded, and with virtually no privacy for staff or patients. Nearly all the nurses' actions and interactions take place in full public view, including behaviors that would elsewhere occur behind closed doors (Heimer and Staffen 1995; Sudnow 1967 ). This likely exacerbates nurses' negative emotions. Studies have shown that a lack of control over one's privacy can be a workplace stressor (Sutton and Rafaeli 1987) , while specifically having a patient's family witness resuscitation attempts can increase the stress of health workers and surface strong emotions (Rattrie 2000) .
Privacy is especially lacking during emergencies. Every urgent incident and patient death that I observed occurred before an audience of multiple nurses, sometimes doctors, and other patients and their families. In the absence of electronic monitoring equipment, a child's decline is nearly always announced by a terrified mother's wrenching cries, or her collapsing to the floor in fear and shock. Everyone knows what those cries herald, and other parents and visitors turn to watch or gather nearby. The nurses have no way to conceal what transpires: beds lack curtains and also often hold multiple patients lying side by side. In the IVR at Provincial Hospital -the location of the sickest children and thus of most emergency cases -beds are crammed together, as shown in Figure 1 , with barely enough space to move between them. Fatal outcomes, in particular, are very public (Manning 2008 ).
Because of this, the Capital and Provincial nurses have few spaces at work to express their emptions privately, or to engage in the kind of collective coping that has proven valuable for workers in other settings. In addition, the nurses are constrained by professional norms from using "offstage" areas -their homes, churches, or other places outside the hospital -for this purpose. When asked how they managed anger or frustration ("vexation" in the local language), several said they would step away from the ward, leave the hospital, or stay home in order to "cool their heart." However, when I asked whether they sought support from friends, family members, or members of their church or mosque, the nurses looked at me quizzically. One admitted she sometimes spoke with her sisters and asked them to help her pray for specific cases, and a few said they spoke to God, but most asserted emphatically that would never discuss their patients with anyone outside the hospital, citing training on medical ethics. Even when I probed further, saying that surely they could talk about their own feelings without revealing patients' names or other details, they did not budge. Despite this extremely low level of backstage overall, I found that nurses did occasionally try to create a small measure of protected space, even during urgent situations. For instance, I
once saw a nurse, after realizing that a newly-arrived patient was already dead, shoo away a large group of mothers who had gathered to watch the dramatic events unfold. Another nurse chased out onlookers who had crowded into the tiny IVR upon the arrival of a newborn; the baby passed away a few moments later. Once, a large group of nurses crowded around the front exam table in the step-down unit, on which a doctor was trying to resuscitate a toddler. This crowding created a modicum of backstage, but one that was both short-lived and incomplete, as the mother of that child and two other parent-child pairs were sharing the table and thus inside the nurses' barrier.
These efforts to seek or create backstage areas, though both partial and rare, did sometimes seem to provide nurses with a chance to process their own difficult emotions, and to avoid open expressions of anger toward parents. One time, when I was having a relatively private informal interview with a nurse on the step-down ward, a child on the adjacent emergency room died and her mother collapsed, wailing. Unprompted, the nurse began to speak to me, quietly but with obvious emotion, about how those deaths made her feel. "It's not easy.
When I first came, I cried every day," she said, using the unusually private moment to process her own grief. A few times, including the incident in Table 3 , nurses on the step-down unit crossed to the adjacent emergency room in the midst of dealing with an urgent situation, thereby entering a kind of backstage away from their own patients, even as they remained front stage on the other ward. Once there, they chatted and laughed with their colleagues, perhaps as a way to defuse their negative emotions.
In another case, described in detail below, a doctor and several nurses furiously and very publicly blamed a mother for contributing to her child's condition, but then withdrew to the nurse's station, creating a partial backstage far from the mothers on the other side of the ward.
With this time and space, the staff members gained control of their anger and, in the local parlance, "cooled their hearts." When the child later died, they showed no reaction These examples of backstage processing are rare exceptions to the overall trend. In the vast majority of cases, the spatial characteristics and dynamics of the situation left nurses with little choice but to manage their emotions publicly.
Weak Organizational Control
In addition to their lack of backstage or offstage space for collective coping, these wards are also characterized by extremely low levels of organizational control. In contrast to prior literature that links surveillance to control of workers (Foucault 1977; McKinlay and Starkey 1998; Salzinger 2003) , what I find at Capital and Provincial Hospitals is visibility without control. The structure and crowding (Tuan 1977 ) of these three hospital wards means that nurses are constantly observed by their colleagues and by patients and their families, and yet this visibility does not constrain behavior because the accompanying organizational control strategies are absent or nonfunctioning.
Although organized as hierarchical bureaucracies, with rigid tiers of nurses designated by differences in uniforms and insignia, the system lacks the ability to punish noncompliance or reward compliance with organizational rules (Barker 1993) . Supervisors are few in number and frequently absent from the hospital wards; they are bound by an inflexible and largely dysfunctional civil service, and thus lack the power to suspend, fire, or otherwise punish workers; and the country's weak institutional environment means that there are very few legal or occupational restrictions on workers' behavior. As a result, even nurses with long stretches of absenteeism or repeated failure to meet basic job requirements usually face no repercussions.
Only in very rare cases do supervisors submit negative reports about individual workers to the bureaucracy overseeing the health workforce, and even then it will often take months or years for consequences -such as suspended pay for workers who repeatedly fail to show up for work, or who refuse a posting to a new facility -to be effected. High performers can only be promoted if they return to school and retrain at a higher level, thereby robbing supervisors of an important device of bureaucratic control: an internal labor market (Simpson 1985) .
Also largely absent are non-bureaucratic forms of control. Nurses do not actively police themselves or one another, as workers often do in other settings (Barker 1993; Simpson 1985) .
Parents are disempowered by their poverty, lack of education, limited alternatives, and a weak institutional environment, and thus do not speak up against the nurses' behavior or express their dissatisfaction by choosing another health facility. Absents these constraints, nurses have largely free rein to interact with parents in whatever way they choose.
In my experience, counterfactual cases in which the nurses are subject to any noticeable organizational control were extremely rare. I can find only three such cases during any of the urgent incidents. In one, a nurse trainer from the local university was on the ward to check in with her trainee nurses; in the other two, a British doctor volunteering at Provincial Hospital was present and involved in the incident. 9 (The hospitals' matrons and nurse managers were not present for any of the 29 urgent incidents.) Neither the nurse trainer nor the foreign doctors had any formal authority over the nurses on staff, but they did likely hold some informal authority, and exercised normative control. Indeed, the nurses did not shout or express open frustration toward parents in the presence of these informal authorities; in one case, a nurse privately blamed the mother for her child's death, but did not express this publicly or to the mother.
It is also worth noting that my presence, as a white foreigner, may have served as a form of informal normative control. One study in Sierra Leone found that the mere presence of a white foreigner significantly increased the pro-social contributions made by players in "dictator" behavioral games (Cilliers, Dube, and Siddiqi 2013) . During my field work, I went to great pains to reduce this risk, by making it clear that I was not there to police the nurses but rather to understand the challenges they faced and why they did what they did, and by emphasizing my local language fluency and long years living in the country, which gave me a measure of insider status. However, to the extent that my presence did suppress counter-normative behaviorsincluding shouting at patients -it follows that the evidence presented in this paper is actually conservative, and these behaviors are more common than I observed them to be.
Prior studies from other organizational settings reinforce the role of organizational control in preventing expressions of anger and frustration, and enforcing what one theory calls the "dual thresholds" of expression and impropriety (Geddes and Callister 2007) . For instance, debt collectors were expected to maintain a neutral and calm tone when speaking with angry debtors, and managers used various mechanisms of control -none of them available to the managers at Capital and Provincial Hospitals -to ensure adherence (Sutton 1991) . They selected new collectors with this norm in mind, and closely monitored collectors' conversations with debtors, rewarding and punishing them accordingly. Collectors who lost their tempers were reprimanded or even fired (Sutton 1991) . Incidents of collectors shouting at debtors did still occur, but thanks to these control mechanisms, were relatively rare.
Thus, the behavior of nurses in Capital and Provincial Hospitals is not qualitatively different from what we see in other organizational settings. Rather, it is a matter of degree: the extreme lack of both control and privacy in this setting means that open expressions of negative emotion that are elsewhere very rare, are on these wards very common.
Public Blaming and Shaming: Angry Interactions with Patients' Parents
Faced with a lack of backstage space and with very low levels of organizational control, nurses in Capital and Provincial Hospital frequently express negative emotions openly and publicly during interactions with parents. As mentioned earlier and in Table 4 , I saw nurses shout at or publicly scold parents in ten incidents, five of them fatal. One nurse used physical violence and public humiliation to berate a mother who failed to call the doctor when her baby started convulsing. As I wrote in a field memo: Though extreme in its use of physical violence, this case otherwise mirrored other incidents of public scolding.
It is important to note that this behavior is arguably less shocking in this country than they would be in other cultural contexts. People in this country, as in much of the region, frequently express emotions vocally and forthrightly, sometimes shifting abruptly from calm, polite conversation to an outright shouting match, and then returning to amiable interaction. A level of verbal conflict that might elsewhere damage the parties' relationship is here often temporary, and later brushed off with surprising ease. In the local creole language, to allow this flash of negative emotions is to "blow" or "blast", and many people find it helpful and appropriate to "blow" for a moment when they are angry or frustrated, so they can then move on.
That said, neither patients nor the nurses themselves consider these behaviors appropriate. In the terms of one theory governing the expression of anger in the workplace, both their peers and their clients see nurses as having crossed the "threshold of impropriety" when they shout at parents (Geddes and Callister 2007) . Members of the public in this country frequently complain of rudeness or harsh treatment by health workers, and the nurses emphatically denounce such behavior, to one another as well as to me. In formal interviews, families, and for how they should help manage the emotions of others. These feeling rules dictated, first, that nurses suppress any grief they may feel at the death of a patient and instead display stoicism and a neutral affect. As one explained, "I don't want them to see me cry… It would make them cry more. I need to encourage them." Nurses considered it a core professional skill to be able to cultivate empathy for patients and their families, and to reassure them when they are stressed or upset. One supervising nurse equated this with "love of the job," and said that, "you must have that love to help people, particularly when they're in distress, when they're in pain." The expectation that nurses reassure patients is also evident in the language used in the nightly report book on Capital Hospital's step down ward. Nurses use these books at night to document any deaths, emergency incidents, or significant changes in patients' conditions. During one period, every single entry ended with the phrase, "Nursing care duly rendered and relatives reassured," a clear signal of what they understand to be the organization's feeling rules.
Consistent with these expectations, the vast majority of nurses specifically and emphatically asserted that nurses should not shout, argue, or express anger with patients or family members and should instead "reassure" and "encourage" them. During training, the nurses explained, they are taught to be polite and patient with patients and their families. As one senior nurse at Provincial Hospital put it, "You have to comport yourself… Because if [a patient or family member] confronts you, and you get in an argument with him, the job won't go on well." A more recently trained nurse chimed in to agree, "It's not ethical." Another day, I asked a supervising nurse if it was ever acceptable for nurses to speak harshly to patients' families -for instance, when families failed to obey nurses' instructions. "It is not necessary and it is not appropriate," she asserted emphatically and without exception. Other nurses independently agreed. "If you holler, it means you don't know your job," said one, and another said that one of her least favorite parts of the job was when her colleagues shouted at patients. Nurses not only denounce shouting when speaking with me, but also in conversations among themselves. For instance, two nurses were left on the step-down ward one night, awaiting the night shift's arrival.
They gossiped, within my earshot, about their colleagues, and one recounted with disapproval a nurse who yelled at a woman whose child had died. She must have never lost a close family member, the two nurses surmised, shaking their heads, or she would have shown more empathy.
Thus, the behaviors that I observe -in which nurses are twice as likely to shout at patients as they are to comfort or reassure them -directly contravene the norms that nurses themselves articulate. When asked to give accounts of these behaviors by their colleagues, nurses generally attribute it to individual differences: that some nurses have a "warm heart," meaning a quick temper, or lack the experience that would allow them to empathize with patients. In very rare cases, nurses sought to explain their own or others' harsh interactions in terms of the patients' best interests. For instance, one highly skilled and dedicated nurse manager at Capital
Hospital told me that shouting at mothers was sometimes necessary to prevent dangerous behaviors. After she told me that she sometimes grew angry at parents who left the hospital against medical advice, I asked what she did when she felt that way. She recounted a case in which the mother left and later returned to the hospital, her child much sicker than when she left, and the nurse shouted at her, telling her she had been "careless with I never saw the child's mother, though she was almost certainly nearby, but the nurse's angry speech had made her cautionary tale for the other mothers on the ward.
Unfortunately, by shouting at parents, nurses likely contribute to the very behaviors by parents that frustrate them and put their patients at risk. A growing body of evidence from this and other countries around the world shows that disrespect and abuse by health workers deters women from seeking needed healthcare (Hill 2010:25; Jewkes, Abrahams, and Mvo 1998; Moyer et al. 2013) , leading them to arrive only after long delays, when they or their children are often too sick to save.
DISCUSSION
This study provides an important extension of our understanding of how workers manage This study also offers important insights for the literature on the influence of space and place on social life (Bazerman and Gino 2012; Hurdley 2010; Lebaron and Urgen 1997; Zhao 1998 ). The importance of backstage areas for workers trying to gain control of negative and disruptive emotions adds to a growing literature on the sometimes surprising benefits of safe and private settings within organizations (Bernstein 2012; Kellogg 2009 ).
Future Research
This article answers a call for "contextually rich, 'real time' emotion studies of organizational life" (Fineman 2000:14) and provides an important, if troubling, counterpoint to recent scholarship on compassion in organizations (Rynes et al. 2012) . Future research should explore further the ways that workers manage negative, potentially disruptive emotions and emotional expressions that violate organizational feeling rules. This will lend greater insight into how workers experience and resolve emotional dissonance.
Field experiments to test changes in the spatial arrangements and other aspects of place would not only facilitate greater understanding of mechanisms but also lend insight for managers and policy makers. Future research could also disentangle the factors identified by this study, and further elaborate on the counterfactual cases suggested in Figure 2 . Workers who lack private, back stage areas but do face strong organizational controls on behavior, for instance, might be more likely to express or process difficult emotions at home (Boyle 2005) , or to cope with suppressed emotions with alcohol, drugs, or sex. Organizations that lack control but provide physical or temporal space, on the other hand, may find greater individual and group variation in where and how workers manage emotions.
Finally, future research should explore how these dynamics might vary for different professions and organizational settings. The experience of nurses treating critically ill children is a particularly heightened case of emotion management; these are prototypical emotion managers, and they are dealing with some of the most emotionally fraught situations experienced in organizational life. It remains to be seen how these findings would differ for professions that are not usually identified with emotion management, but nonetheless find themselves confronted with their own or others' difficult emotions; this might include journalists assigned to cover a tragic event, or bankers tasked with foreclosing on people's homes. Exploring how those professionals enact and manage their emotions, in interaction with sources or clients, would providing an important contrast to the experiences of nurses and others we expect to be master emotion managers.
APPENDIX 1: A Blue Bundle
Excerpt from a blog post from May 2008, describing an incident observed at Capital Hospital (Manning 2008) .
A children's hospital.
Down the concrete ramp from Ward 2 (general inpatient) to the main entrance comes a group of six young men. Barely more than teenagers, they walk in a loose V formation like soldiers -in uniforms of t-shirts and jeans -to battle. They carry an air of solemn concentration, duty-bound, and the cloud of silence around them pushes back the din of the hospital to a dim distant hum.
One of the boyish men, a few steps in front of the others, carries in his arms a child-sized bundle wrapped in a blue blanket. He doesn't look at the bundle. His eyes are dry.
Behind this group come two women, also young. Their gaze is riveted on the men in front of them, oblivious to their surroundings. One of the women wails and clutches her breasts, grasping for the child who nursed there. Her face is haggard, and you know she has been crying for hours or days.
The procession passes through the doorway and into the glare of the courtyard. Past parents toting sick children. Past student nurses gathered in the shade. Past security guards and drivers and curious onlookers.
For the small group of mourners, however, all that is far away. The traffic of the hospital and of the street beyond belong to the world of the living. Theirs is the grim task of accompanying the dead.
A dented white pick-up truck waits for them just outside the entrance. The father climbs into the front seat with his precious bundle. The child is small enough to lay across his lap, even with the bulky blanket. I find myself wondering how old she is -was -but shake my head and push the thought aside. Too young.
The rest of the men -brothers, cousins, comrades-in-arms -climb into the back of the truck. They reach down to the mother, to help her up behind them, but she is trembling with grief. Her leg buckles when she steps on the bumper. It is all too much.
As the truck drives away, I can still see the small blue bundle through the front window. I imagine where they are going, what comes next. A tiny casket. A simple gravestone. A memorial service. A lifetime of sorrow. "I had three children, and two are alive." 
